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We need to be much 
better advocates of what 
we do and not be reluctant 
to promote ourselves. 
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EDITORIAL 

Clinical governance: 
the future 

Professor Colin Drummond, SCAN lead 

This edition of SCANbites is devoted 
to the issue of clinical governance 
and its implications for the 
addiction field. With the arrival of 
the new "Orange guidelines" on 
clinical management 1 and a 
plethora of NICE appraisals and 
guidelines, there is a need to 
consider how these can be rolled- 
out across the treatment system 
within the statutory clinical 
governance framework. In the last 
issue of SCANbites we flagged the 
new emphasis from the centre on 
clinical governance as a guiding 
principle for best practice. 

The availability of up to date, 
definitive guidance providing 
benchmarks for best practice is 
welcome. But there remain many 
challenges as to how this can be 
implemented. Stuart McLaren, on 
the right, highlights the importance 
of clinical audit as a tool to improve 
practice through repeat audit 
cycles. 

However, he also points out that 
clinical audit is often not afforded 
the level of priority it deserves 
within the NHS. In addition, many 
addiction psychiatrists work within 
mental health trusts where they are 
the sole addiction consultant, and 
the priority for clinical audit activity 
of the trust may be directed at 
mainstream adult mental health 
care delivery and standards relating 
to that. Addiction may therefore be 
seen as less of a priority for clinical 
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Clinical audit and the new guidelines 


Help in the swamp? 


Dr Stuart McLaren, Consultant Psychiatrist 
in Addiction, Devon Partnership Trust. 

In the swampy lowland, messy, 
confusing problems defy technical 
solution. The irony of this situation is 
that the problems of the high ground 
tend to be relatively unimportant to 
individuals or society at large, however 
great their technical interest may be, 
while in the swamp lie the problems of 
greatest human concern. Donald 
Schon, Educating the Reflective 
Practitioner, 1987 

The new Drug misuse and dependence: 
UK guidelines on clinical management 
(the ‘Orange Book’) and associated 
National Institute for Health and Clinical 
Excellence (NICE) substance misuse 
guidance provide a rich source of material 
to support clinical audit. But to what 


extent will this guidance and clinical audit 
really help to improve the quality of drug 
misuse care in the messy NHS swamp? 

Clinical audit is important both at a 
professional and policy level, and indeed, 
the Department of Health’s Standards for 
Better Health have a core standard (C5) 
stating that healthcare organisations should 
ensure that clinicians participate in regular 
clinical audit. Audit programme activity 
stands as a major pillar in the clinical 
governance infrastructure and regulators 
such as the Healthcare Commission (HCC) 
pay heed to audit themes in their Annual 
Health Checks, and National Treatment 
Agency-associated Improvement Reviews. 
But will the ‘Orange Book’ and NICE 
guidance help drive the audit process in the 
right direction? 

In contrast to the 1999 version, the 
new ‘Orange Book’ has a whole chapter 
page 2, column 1 
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Help in the swamp 


SCAN facilitates service 


devoted to clinical governance and 
mentions overtly that timely and regular 
clinical audit should be in place. It also 
emphasises the importance of non¬ 
medical prescribing being included in 
audit programmes. Perhaps more 
importandy for stimulating clinical audit 
the guidelines are interlaced with the 
new NICE substance misuse technology 
appraisals, guidelines, and public health 
intervention guidance. These come with 
their own suggested audit criteria (see 
box) and the backing of NICE audit 
methodology. 1 The Standards for Better 
Health core standard C5 indicates that 
healthcare organisations should conform 
to NICE technology appraisals, and 
therefore need to carry out baseline 
assessment and subsequent audit (the 
appraisals are ‘must dos’). 

NICE clinical guidelines fall within 
Standards for Better Health 
developmental standard D2, with the 
implication that planning for 
implementation should start immediately, 
but that implementation itself takes place 
over a longer period (that is, they are 
somewhat more than merely 
aspirational). Again there is an 
expectation that NICE guidance 
implementation will be monitored largely 
through the clinical audit process. 2 

So what are the potential problems 
here? Perhaps they are more to do with 
clinical audit than the ‘Orange Book’ or 
NICE guidance, which together provide a 
welcome map and compass to guide our 
journey through the swampy lowlands of 
practice. Many authors have expressed 
their doubts about the effectiveness of 
audit in quality improvement and in 
changing practice. 3 There is also some 
evidence that audit activity is anyway not 
very substantial in the field (for example, 
the NTA/HCC’s 2006 Improvement 
Review suggested that 27% of prescribing 
services had not undertaken any clinical 
audit in the 18 months before the 
review). This may be a reflection of the 
low priority organisations often give 
clinical audit, the poorly defined 
responsibilities accorded to the process 
in many health trusts, and a potent mix 
of lack of time and scepticism amongst 
some clinicians about audit’s ability to 
bring about useful change. In many 
services clinical audit is still seen as a 
fringe activity for enthusiasts. 

Clinical audit is doubtless here to 
stay, and can sometimes improve the 
quality of patient care. However, many 


NHS organisations need to create a local 
environment that is more supportive of 
audit both structurally, with protected 
time and technical support, and culturally, 
with active encouragement of creativity 
and openness. Greater emphasis could be 
placed on clinical governance activities in 
personal development plans and job 
plans. At an organisational level explicit 
commitment to clinical audit from senior 
staff and clear systems for managing the 
process could help promote clinical 
audits that create and sustain change. 


r 


NICE audit criteria 




• Methadone and buprenorphine for the 
management of opioid dependence. NICE 
technology appraisal no 114 


• Naltrexone for the management of opioid 
dependence. NICE technology appraisal 
guidance no 115 




» Misuse of drugs and other substances, 
incorporating audit criteria for: 

- Public health intervention guidance 4 

- Clinical guideline 51 

- Clinical guideline 52 




There may however be more fundamental 
problems with clinical audit. We all work 
in complex, messy, unpredictable systems, 
and in clinical practice there is always the 
risk of doing the wrong things with 
greater and greater efficiency rather than 
establishing what is the right thing to be 
doing. The new ‘Orange Book’ and 
associated NICE guidance helps us, I 
think, to do some of the right things, or at 
least to do the right things imperfectly 
rather than keep doing the wrong things 
better and better. 4 
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Stuart McLaren 


Dr Louise Sell, 
Director of the 
Substance 
Misuse 
Directorate, 
Greater 
Manchester West 
Mental Health 
NHS Foundation 
Trust 


In May 2005 the Healthcare Commission 
(HCC) reported their findings from an 
investigation into the addiction in-patient 
service at Kenyon House in Manchester. 

As anyone who has undergone an 
investigation of this type will know, it can be 
extremely stressful for all concerned and 
inevitably results in an extra workload. 

However as a clinical and management 
team we were determined to use this event 
as an opportunity to develop our service and 
to address long-standing concerns. We had 
recognised that our consultant workforce 
was stretched thinly, the result of a low 
establishment and difficulties in recruiting. 

The HCC report made 12 
recommendations, many about medicines 
management. However, in this article I will 
describe the extremely positive role SCAN 
played in addressing the recommendation in 
the report about medical staffing; "The Trust 
should work with the Royal College of 
Psychiatrists, those who commission 
substance misuse services locally and local 
drug action teams to establish and maintain 
levels of staffing in line with 
recommendations on the complement of 
consultant psychiatrists." 


In the action plan the Trust prepared in 
response to the report, we translated this 
requirement into the following actions: 

• The Trust will meet and work with the 
Royal College of Psychiatrists, the Specialist 
Clinical Addiction Network and 
commissioners to review senior clinical 
provision in the services. 

• The Trust will carry out an audit of medical 
roles and responsibilities within the 
Substance Misuse Directorate to identify 
where there is a clinical gap and produce a 
report with recommendations to the 
collaborative commissioning team. 


As lead medical manager in the directorate it 
was my responsibility to deliver these actions 
and I was very pleased to have a positive 
response from Colin Drummond and the 
team to a request for help. I asked that SCAN 
would provide "..an opinion from an 
independent team of peers about the extent 
to which our senior medical team is 
adequate, or not, given the volume and 
range of services that the Directorate 
provides." We asked that they would provide 
a written report having taken account of 
"New Ways of Working" in their 
deliberations. 

A team was established, consisting of 
Michael Farrell, Judy Myles and Tom Phillips. I 
provided written material including:- 

• Service plans for the Directorate 

• Service level agreements 

• Description of Directorate services 

• Directorate performance data 

• Directorate organisational chart 
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review in Manchester 


• Medical staffing audit including description 
of roles 

• Consultant and associate specialist job plans 
for doctors working in the directorate 

• The minutes of a meeting that we had held 
to discuss medical staffing levels across the 
directorate 

The team visited our service in October 2006. 
Having read the papers, they interviewed the 
acting chief executive, the service director, 
myself, two other consultants (Dr Chris Daly 
and Dr Prun Bijral), and three other senior 
managers. There was an invitation to 
commissioners but none of them chose to 
meet the team. Welcoming the SCAN team to 
Kenyon House was much less stressful than 
the original investigation, but none of us can 
escape a slight frisson of trepidation in 
opening up our local organisation, 
procedures and practice to respected 
colleagues. In fact it was a pleasure to discuss 
our local issues with such an experienced and 
well-informed team, who brought a critical 
external perspective. 

The team's report was of very high quality - 
they had made use of the recently completed 
SCAN national survey of addiction 
psychiatrist provision and workload, as well 
as our data. They made a specific 
recommendation that we increase the level 
of consultant provision in one of our very 
large community services with appropriate 
junior support and that we review our key- 
worker caseloads. 

At the time we had undergone some 
geographical expansion and there was the 
possibility of more on the horizon, so it was 
helpful that the team recommended that all 
new provision continue to include adequate 
medical staffing. The report helped us to 
make progress in negotiations with local 
commissioners. A business case was agreed in 
one area to employ an additional staff grade 
and 0.5 consultant, and in another to employ 
an additional staff grade. 

Reflecting on the position we are in 
today, compared with the period leading up 
to our request for SCAN's support, our 
medical team is significantly enhanced. We 
now have a well-established peer group of 
consultants supported by both training grade 
and non-training grade junior doctors. 

It was very encouraging to have SCAN as 
a support that could help us to turn a 
negative into a positive, and to have an 
organisation to call on that we were 
confident would provide a quality report - 
many of us have experienced "service 
reviews" that are frankly not worth the 
paper they are written on. 

If SCAN can develop the approach used in 
our case, then I would encourage colleagues 
to make good use of it. 
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audit within these organisations. 
Nevertheless there are many new 
standards relating specifically to 
addiction treatment that correctly 
need to be incorporated into clinical 
audit activity within addition services. 

Further, specialist NHS services are 
only one part of the whole addiction 
treatment system, with increasing 
contributions from primary care, 
criminal justice and non-statutory 
agencies. Since clinical governance 
has its origins within NHS hospitals, 
the concepts and nuts and bolts of its 
delivery will be relatively new to 
many in these other agencies. As 
clinical governance has been 
embedded in specialist NHS services 
for many years, addiction specialists 
may be well placed to provide 
leadership in this area. 

The National Treatment Agency has 
just released a new draft good 
practice guide for clinical governance 
in drug treatment, which is open for 
consultation until 14 May. 2 We 
recommend that you read and 
provide comments on this through 
the SCAN website, as this document is 
likely to have wide ranging 
implications for the field for several 
years to come. 

There is a particular emphasis on the 
competence and continuing 
professional development of staff 
across the treatment system which is 
welcome. It will be interesting to see 
how far NHS and other organisations 
- many of whose training budgets 
have been raided to meet shortfalls 
in funding and cost improvements in 
recent years - will be able to support 
staff to access the necessary training 
to achieve this. 

A key role is given to local drug 
partnerships to ensure that effective 
local systems are in place to support 
clinical governance, although the 
statutory responsibility for clinical 
governance will usually lie with many 
of their member organisations. Local 
drug partnerships have been asked by 
the NTA in November to ensure that 
their treatment plans assure 
"appropriate implementation of the 
new UK Clinical Guidelines and NICE 
guidance through the pivotal role of 
clinical governance mechanisms for 
assuring the quality and safety of 
drug treatment services". 2 A national 
audit of clinical audit activity is 
currently underway. 

The problem of confidentiality and 
information sharing in the process of 
clinical audit is highlighted in the 3 
views piece in this issue of SCANbites. 
In response, the Medical Defence 
Union has drawn attention to the 


GMC's 2004 document on 
confidentiality. 3 It is clear that doctors 
have a duty to participate in clinical 
audit, but there is an important 
distinction between audit undertaken 
by a clinical team that provides care 
to the patient, and other 
organisations seeking access to 
confidential patient information. In 
the case of another organisation, 
such as a commissioner, seeking to 
access patient identifiable 
confidential information, the MDU 
advises that there is a clear duty for 
doctors to ensure that express 
consent has been obtained from 
patients before such information is 
made available. While this seems 
clear enough, we anticipate that this 
will not be the last time that this issue 
will arise. Clearly different norms and 
standards for the sharing of 
confidential patient information exist 
across the treatment system and 
between clinicians, managers and 
commissioners with different 
professional backgrounds. It would 
be helpful therefore to have clear 
guidance on how this is to be 
handled in implementing clinical 
governance. 

While we are now replete with 
clinical guidelines there remains a 
need for individual practitioners to 
apply research evidence to the clinical 
management of specific cases that 
fall outside of the norm, groups often 
not covered by published evidence 
reviews and guidelines. Julia Sinclair 
in this issue provides a step by step 
guide to the application of 'research- 
enhanced healthcare' to clinical 
practice, together with helpful 
resources to support this activity. 

SCAN is currently developing new 
initiatives to support clinical 
governance activity. We are 
particularly conscious of the needs of 
isolated addiction specialists, so we 
are looking at ways that addiction 
specialists can be brought together 
and appropriately supported to 
enhance the quality of clinical 
governance activity at a regional or 
national level. These proposals 
include a clinical audit forum to 
support local audit activity, and the 
development of masterclasses in 
advanced clinical management of 
addiction primarily aimed at 
addiction psychiatrists. Masterclasses 
could include advanced seminars in 
clinical audit and other relevant areas 
of clinical governance. These 
initiatives, if supported, could 
enhance the capacity of addiction 
specialists to provide leadership in 
clinical governance across the 
treatment system with the aim of 
enhancing the quality of care 
substance misusers receive. 
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INTERVIEW 


Alcohol: still 
our favourite 
drug 

Dr Bruce Ritson worked for many 
years as a consultant and senior 
lecturer in the Royal Edinburgh 
Hospital, and has written many 
influential papers, books and 
reports on alcohol treatment 
and alcohol policy. He was chair 
of the Addiction Faculty from 
1994-1998 and is now chair of 
Scottish Health Action on 
Alcohol Problems, which 
promotes the development of 
evidence-based alcohol policy 
with a particular emphasis on 
the health consequences of 
alcohol misuse. Interview by 
Colin Drummond. 


CD: How did you become interested in the 
alcohol field? 

BR: I got interested because as a registrar in 
Edinburgh I was keen to learn about group 
psychotherapy. It was that interest and 
through Henry Walton who was interested 
in alcohol problems that led me to work in 
the alcohol unit. The main modality of 
treatment at that time was group therapy. 
Then I became interested in the people 
themselves because they had very 
interesting lives and the way that they got 
better. You could see people's lives turned 
around and restored to their old selves very 
quickly. Then I got involved in an evaluation 
research project following up a group of 
alcohol dependent patients that had been 
treated. This brought home that there 
were some people that dropped out of 
treatment but nonetheless had done very 
well, and perhaps some of the more 
intensive treatments were less essential for 
some. 

CD: In the early part of your career you 
studied in the United States. Can you tell 
me about that experience? 

BR: I was lucky enough to gain a scholarship 
to go to Harvard medical school and work 
with Gerald Caplan. Of course at that stage 
he was a leader of the community mental 
health movement which was very exciting. 
We worked with schools systems, voluntary 
groups, political groups, community groups. 
It showed to me that a lot can be done by 
working with community groups and 
harnessing their capacity to improve mental 


health. There are more resources out there 
than we imagine. If they can be engaged 
and mobilised, that can be quite powerful. 
For example, teachers are very aware of 
who are the children with mental health 
problems in their school. They just are not 
sure what to do about them. This probably 
influenced my later WHO work on 
communities. 

CD: So that must have been going on 
before people started getting interested in 
community mental health issues in Britain. 

BR: In the UK at that time community 
mental health was more focused on 
rehabilitation of people with more chronic 
problems, but in the US the focus was more 
on prevention. 

CD: You worked in the Royal Edinburgh 
Hospital and Edinburgh University for 
many years during an exciting period for 
alcohol research in the UK with people like 
Bob Kendell, Norman Kreitman, Jonathan 
Chick, the Plants and many others. What 
impact do you think that research group 
had on the field? 

BR: I was more involved in the clinical 
service and the MRC epidemiology group 
were concerned with alcohol at a 
population level but there was good 
synergy between the two. Norman 
Kreitman's ideas on the 'preventive 
paradox', borrowed from other fields, 
together with a better understanding of 
the distribution of drinking problems in the 
general population, certainly challenged 
the primary focus on alcoholism, towards 
broader prevention initiatives at a whole 
population level. The other strand was 
where Jonathan Chick and I worked 
together to look rather more carefully at 
evaluating treatment. We followed up 
Griffith Edwards's work on intensive versus 
briefer intervention, and confirmed that 
there wasn't a huge difference in outcome, 
although for some there were advantages 
in more intensive treatment. Then we 
became interested in looking for matching 
effects which have so far proved elusive! 

CD: You spent most of your career as a 
consultant in the alcohol service and later 
head of specialist mental health services in 
Edinburgh. What changes have you seen 
for better or worse in the field? 

BR: Perhaps I should say that I worked in 
Nottingham as a consultant in addictions 
before coming back to Edinburgh and 
spent 10 years working in general 
psychiatry before returning to addiction. 
But while I was in general psychiatry I was 
involved in a study of detoxification of 
what were then called 'habitual drunken 
offenders', which demonstrated that it was 
both possible and more humanitarian than 
the more typical criminal justice approaches 
with this group at the time. However this 
was never really taken up by policy makers, 
perhaps because drunken offenders were 
not seen as particularly deserving or a 
priority group. Also the wider field 



including social work, probation, the 
voluntary sector and doctors had difficulty 
in reaching consensus about what was 
needed. So we have a situation now where 
this population remains neglected. But 
alcohol remains a huge but largely 
unaddressed problem for the criminal 
justice system, which is very obvious when 
one works with the Parole Board in 
Scotland. 

CD: You chaired the RCPsych committee 
that produced the report on 'Alcohol: our 
favourite drug'. Do you think it still has 
relevance today, and what impact do you 
think the report has had? 

BR: The title itself had some impact as there 
was a widespread view that alcohol was a 
very different commodity from illegal 
drugs. I believe it annoyed the alcohol 
industry because they didn't like the idea 
that alcohol was a drug, which is perhaps 
one measure of success! In those days it 
was quite a novel idea that alcohol was a 


drug like many others. Another important 
contribution was to popularise the idea of 
units and provide an indication of 
hazardous and harmful levels of alcohol 
consumption which subsequently became 
an important part of prevention efforts 
with alcohol in the UK. While we didn't 
have a lot of data at that time on which to 
base the unit guidance, there was some. I 
have been pleasantly surprised that the 21 
and 14 weekly unit limits for low risk 
drinking have been broadly supported by 
subsequent research. But one of the 
problems of course is that public awareness 
of how many units are in typical drinks 
remains poor. This is not helped by the fact 
that the amount of alcohol in typical drinks 
has increased since then, with stronger 
drinks and larger measures, particularly for 
wine. But at least the units concept 
provided a common language for people 
studying alcohol epidemiology and the 
health and social consequences, that had 
not existed hitherto. 


CD: In terms of influencing public health 
policy, you have been the chair of the 
Scottish intercollegiate group on alcohol 
and now lead Scottish Health Action on 
Alcohol Problems (SHAAP). Can you tell me 
about the development of these initiatives 
and how they aim to influence alcohol 
policy in Scotland? 

BR: The Scottish intercollegiate group on 
alcohol which contained representatives of 
the medical royal colleges in Scotland has 
been in existence for about 10 years. 

Initially this was a relatively small operation 
which sought to raise the profile of health 
issues in alcohol policy making. 
Subsequently we have developed SHAAP, 
an advocacy body, with some Scottish 
Government funding to support a team. 
One of the consequences of devolution has 
been to obtain more specific Scottish data 
on alcohol-related harm which had often 
been difficult to disentangle from UK data. 
We now have very regular updates on 
what's happening in terms of drinking 
habits and problems, and the impact of 
policy measures. This information has been 
very helpful in raising the profile of alcohol 
health issues here. Devolution has allowed 
Scottish policy to diverge from the rest of 
the UK, this has created opportunities to 
influence policy. One example of this has 
been the review of the Scottish licensing 
law which importantly requires licensing 
authorities to take public health issues into 
account in making decisions on granting 
alcohol licences. So in this and in terms of 
pricing and promotion of alcohol, doctors 
have achieved a right of access to bring 
health issues into policy decision making in 
a way that has I think been more difficult in 
England. 

There has been considerable public and 
political concern about pricing and 
promotion of alcohol in Scotland, SHAAP's 
recent report "Alcohol Price Policy and 
Public Health" received a lot of support. 
Recently a group of school children in the 
Glasgow area did an end of term project, 
and found that you could buy alcohol 
cheaper than you could buy water in the 
local supermarkets. As a result of media 
interest they were invited along to the 
Scottish Parliament to talk about it. This, 
more than a lot of harder science, really 
made politicians think about what on earth 
is going on. So the power of community 
action which we discussed earlier can be 
considerable! 

CD: Moving on to something a bit 
different. What do you think ARE the main 
challenges for addiction psychiatry now 
and how should they be addressed? 

BR: The move away from an emphasis on 
inpatient treatment to more community or 
home based interventions has been very 
much in line with developments in other 
areas of mental health. A bit of me thinks 
that that is great it is evidence-based and 
just what I would have wanted in my 
community mental health days. But 
another bit of me is disappointed that 


funding arrangements have created a 
competitive rather than collaborative 
environment between different 
professional groups to the extent that the 
diverse training and skills of the addiction 
psychiatrist have become a little 
undervalued. I hope I am wrong about this, 
but I do get a sense that some people think 
that all psychiatrists do is prescribe drugs, 
particularly in the drug misuse field, which 
is clearly an oversimplification of what we 
have to offer. When I was chair of what is 
now know as the Addiction Faculty at 
RCPsych, I remember worrying about what 
it is that is special about addiction 
psychiatry, compared to what other 
disciplines offer. With advances in 
understanding of the neurobiology and 
genetics of addiction and the treatment 
advances that may come from that, I am 
reasonably optimistic that addiction 
psychiatrists will be well placed to take that 
forward into practice. Particularly, I would 
be hopeful that with a better 
understanding of genetics and 
pharmacology we will be able to target 
treatments more appropriately to the 
individual. 

However, one of the things that has made 
my career in addictions so stimulating has 
been the need to know about a wide 
range of disciplines from sociology and 
politics to medical biology and 
neuroscience at the other extreme; all are 
relevant and it would be very sad if this 
breadth of training were devalued or lost. 

In the world of commissioners and 
competition between service providers, I 
think we need to be much better advocates 
of what we do and not be reluctant to 
promote ourselves. 

CD: As you will know up till now SCAN has 
been a purely England based initiative by 
virtue of its funding source from the 
Department of Health. But we have always 
been keen to engage with colleagues in 
other parts of the UK. SCAN has been 
having discussions with the addiction 
psychiatrists in Scotland and the Scottish 
Government about developing more 
formal links across the border. Do you have 
any views on that? 

BR: I think there is a good case for sharing 
experience between different parts of the 
UK as happens within RCPsych, and it 
would be crazy to set up separate SCAN- 
like projects in each of the devolved 
administrations. Scottish addiction 
specialists already receive many of the 
benefits of SCAN and so it would be 
sensible to contribute proportionately to 
the SCAN effort in return for greater 
involvement on a national level. There may 
be some aspects of legislation, practice and 
service organisation that differ across the 
UK but we have much in common in the 
day to day delivery of treating addicted 
patients and a lot we can learn from each 
other. So I think there is a lot to be said for 
a more formal relationship with SCAN in 
Scotland. 


It annoyed 
the alcohol 
industry... 
which is 
perhaps one 
measure of 
success 
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REVIEW 


Gold stars for the NICE psychosocial guidelines? 


Dr Jenny Corless 
& Dr Shamil 
Wanigarante 
Consultant 
Clinical 
Psychologists, 
Addictions 
Division, South 
London and 
Maudsley NHS 
Foundation Trust 



The NICE guidelines Drug Misuse: 
Psychosocial Intervention , with their 
interesting if curious findings, have 
prompted much debate within the 
addiction field and beyond. 1 Given the 
power NICE has to dictate service 
provision, one might argue such debate 
is redundant, but if practitioners are to 
be their most helpful, and these 
guidelines their most useful, their 
strengths and weaknesses need to be 
acknowledged, and debate 
encouraged. 

There is a risk of being accused of 
sour grapes for not accepting the 
apparent unfavourable outcome for 
one's favoured approaches - CBT, Ml 
and RP, for instance - but, on the other 
hand, silence could be interpreted as an 
acceptance of the recommendations 
and that would be even worse. These 
guidelines are hugely influential but 
they are, in their current form, 
problematic. It is beyond the scope of 
this article to debate the full range of 
issues the guidelines raise so we 
comment on a selection and the reader 
is referred to the consultation 
comments table on the NICE website 
for a more comprehensive review. 2 


What are these guidelines about? 

The guidelines concern "psychosocial 
interventions for people who misuse 
opiates, stimulants and cannabis in the 
health care and criminal justice system" 
(p4)U They refer primarily to 
interventions directly related to 
problematic drug use and their 
complications, although they also make 
reference to intervention for comorbid 
disorders. 

What's good about them? 

v); The concept of the guidelines is very 
welcome - a focus on psychosocial 
intervention - in a very 
pharmaceutically-orientated world. 
Pharmacological treatments for 
cannabis and stimulant misuse are not 
well developed and therefore 
psychosocial interventions are the 
mainstay of effective treatment. They 
are also important adjunctive 
interventions in opiate use and the 
theoretical concept of the guidelines 
reflects this. 

v); The guidelines promote several 
important messages: people should get 
good treatment; they should have 


expectations, ask questions, be agents 
in what happens to them. They should 
be properly assessed and fully informed, 
treated with respect, sensitivity and 
understanding; difference of any sort 
should be no barrier to treatment. 
Significant others matter and might 
need help too, as well as being a 
potential resource for the person using. 
The guidelines make this more systemic 
work the business of drug services and 
this is all very much to be welcomed. 

v|; They reference comorbidity, and 
clearly recommend the guidelines and 
interventions as indicated for the non¬ 
using population - "Health Care 
Professionals should note that ...there 
is no evidence supporting the view that 
psychological treatments for common 
mental disorders are ineffective for 
people with substance misuse." 3 Add 
this to the suggestion in the Orange 
guidelines that mild - moderate 
comorbid conditions should be treated 
within substance misuse services, and it 
may be that this crucial work can be 
given its proper attention. These 
statements give a very helpful weight to 
the need to address such conditions 
directly and resource substance misuse 
services accordingly. 4 

What's not so good? 

In our opinion what's not so good 
about the guidelines falls into two 
categories - the limits of the 
methodology, and our reservations 
about Contingency Management. 

Evidence-based medicine (EBM) and its 
limitations. 

We do not dispute the utility of EBM in 
many instances. It contributes hugely 
to what we know. However, EBM 
struggles when applied to things that 
are not about medicine, and 
psychosocial interventions are not 
about medicine. It struggles when the 
issues and solutions are psychological, 
psychosocial, societal and cultural, and 
drug use and its interventions are all of 
the above. (For an excellent critique of 
EBM in this area refer to Westen et 
al., 5 and Humphreys and Weisner. 6 ) 
Sackett et al. 7 described EBM as the 
"integration of evidence with clinical 
experience and patient values" and 
this is the version we prefer. These 
guidelines seem to have lost sight of 
the second two in so favouring the first. 
Of particular note are the following: 


i|/ Randomised Controlled Trials (RCTs) 
are a methodology originally designed 
to establish the efficacy of 
pharmaceutical treatments. Using it as 
a metaphor or model for psychological 
interventions is stretching it beyond its 
effectiveness when it is used to 
evaluate complex interventions such as 
relapse prevention. Other NICE 
guidelines in the psychological sphere, 
e.g. depression, anxiety, PTSD for 
example use a five level grid to assess 
the evidence ranging from RCTs to 
expert opinion, allowing for a much 
richer analysis. NICE seems to have 
shifted in its view toward RCTs being 
no longer just the gold standard but 
the only standard. This incremental 
shifting of the goal posts leaves so 
much useful information redundant. 

i|f The existing evidence base in this 
area is largely substance specific, and 
not including alcohol, leaves a large 
chunk of potentially useful evidence 
out. There are other guidelines on 
alcohol on their way - if the 
recommendations were to be different, 
it could be very confusing and lacking 
an easily accessible logic. 

v|; This approach appears to have pared 
the literature relevant to cannabis use 
so substantially that the "information 
for patients and carers" has no 
recommendations to make whatsoever 
for the treatment of cannabis use. 8 
This is an unhelpful message. 

Contingency Management (CM) 

One might be forgiven for sometimes 
thinking that CM was the only 
recommendation within these 
guidelines. There is only limited time, 
energy and funding in drug treatment 
systems for psychosocial work, and 
already CM is threatening to dominate 
in all three. This could be problematic 
for a number of reasons: 

i|; There is not an evidence base for its 
utility in the UK, nor is there the 
required competence amongst the 
workforce. 

v|i CM is not the clear straightforward 
winner a careless understanding of the 
guidelines might imply. Firstly, a large 
number of clients may never achieve a 
first voucher - e.g. 45% of clients in 
Stitzer et al's 1992 study 9 - whilst 
'treatment resistant' clients' required 
incentives of 10 times the proffered 
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value. 10 Secondly, CM is enthusiastically 
recommended for stimulant users and 
yet CBT is expressly not, despite having 
been shown to have a comparable 
outcome in the longer term. 11 

i|; There is a lack of long term follow up 
data on CM - how long does it work 
for? We don't know. 

i[f Caution is necessary if CM is to be 
used ethically. The incentive of low- 
value vouchers seems to us to rely so 
clearly on a certain level of poverty. 

There is a need to act very carefully so as 
not to develop Two-tier systems - 
talking therapies for the incomed and 
vouchers for the poor. 

i[f Drug services contribute to the 
narratives available about clients and 
CM says what? We know what it says 
to the Daily Mail reader and John 
Humphries. It says 'ipods for junkies'. 
'Undeserving'. 'Unethical'. 'Not fair'. It 
says potentially more censure and anger 
toward clients and more stigma. 

i|; And finally, CM competes with 
talking therapies for resources. This is 
particularly ironic given that the 
"Improving Access to Psychological 
Therapies" (IAPT) initiative is a major 
driver in many other areas of Mental 
Health services. 


In conclusion, we find these 
guidelines both limited and limiting, 
and it is the narrow view of the 
evidence that is the culprit. How it 
would influence commissioners who 
may not have the time or the 
inclination to read the small print but 
might feel inclined to act on headlines 
at a time of diminishing resources, is a 
concern. We find it helpful however, 
when too much despondency looms, 
to remember the following, found in 
the opening notes of all NICE 
guidelines: "Healthcare Professionals 
are expected to take...(the 
guidelines)...fully into account when 
exercising their clinical judgement. 

The guidance does not however 
override the individual responsibility of 
Healthcare Professionals to make 
decisions appropriate to the 
circumstances of the individual 
patient..." ( P 2). 1 If we all hold this last 
bit in mind, perhaps we can do more 
for our clients than these guidelines 
suggest. 
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Variety, the 
spice of life 

SCAN Travelling Fellowship report 

Dr Hayley Pinto, Specialist Registrar in 
addictions, The Weavers Centre, Norfolk 
and Waveney Mental Health Trust 

I am an SpR in the last year of my training. This has been a long time 
coming as I have drifted along in that part-time manner which has 
colleagues you haven't seen for years constantly asking with ill- 
disguised astonishment why you haven't finished yet. 

Having done all of my addiction training and most of my psychiatry 
training in Norfolk (there was one brief excursion but only so far as 
Suffolk) I had always felt that in the last year I should venture farther 
afield. 

I was fortunate to be awarded a SCAN fellowship which allowed 
me travel around the UK to see community drug teams with 
similarities to my own service (the Windmill Team in Surrey), an inner 
city service (Camden in London) and also some specialist services 
including the Women's Reproductive Health Service in Glasgow, the 
Manchester Stimulant Service at Glentop House and a variety of 
inpatient services (Kenyon house in Manchester, The Windmill Unit, 
Chertsey and the Maudsley Inpatient Unit), 

It would be impossible to do justice to all that I have seen and 
learnt in the short space available here. A fuller report is on line on 
the SCAN website (www.scan.uk.net). 

The most general learning point for me was not to take any 
practice for granted as UK services have grown up so differently in 
different areas. I have seen a statutory tier two service providing 
(among other things) needle exchange on demand via mobile phones 
and an obstetric service willing to prescribe methadone maintenance 
and offer detoxification and stabilisation on antenatal wards. 

I have also learnt a huge amount particularly around 
management of stimulant users, substance use in pregnancy and 
blood borne viruses. I had the opportunity to look at and contrast 
three very different inpatient units and to reflect on what the issues 
would be in providing such a service; from the management of 
boundaries (both physical and psychological) on the unit, to funding 
and coping with out of area patients. I have had the opportunity to 
consider the challenges involved in offering services in cities such as 
London and Manchester in contrast to the difficulties we face 
covering a geographically vast rural area. 

I have also had the opportunity to make connections with people 
who will form part of my national peer group for years to come. I 
have returned with many ideas and dreams of what I would like the 
service I work in to look like, and learnt to appreciate more fully 
some of the facilities and staff we have. 

The main areas of interest I will be bringing home are not 
however what I might have predicted at the beginning, which is, I 
suppose the point of broadening one's horizons. 

I will be particularly interested to look more at group work as a 
powerful therapeutic tool and one that utilises the skills and 
expertise of the service users themselves to great effect. I have seen 
ex-service users as invaluable members of staff and been impressed 
with how important this can be for some individuals as part of their 
recovery and for the skill mix of the team. 

I am inspired to look at how we can utilise the skills of non¬ 
medical prescribing more effectively within our service and keen to 
consider (whilst the dream of having our own inpatient unit seems 
unlikely to materialise in the near future) how we can improve the 
experience of and access to inpatient treatment in our area. 

At the risk of sounding self-congratulatory on behalf of drug and 
alcohol services I must also say that I have found it heartening that 
everywhere I have been the teams were full of warm, dedicated and 
creative people who despite their busy jobs were so accommodating 
and prepared to sit and answer my endless questions. I would like to 
send an enormous thank you to all of those teams and particularly 
Sue Lewis and Prun Bijral, Mary Hepburn, Marion DeRuiter and Jenny 
Anderson who found time not only to organise my visits so effectively 
but also to spend so much of their own time to share their experience 
with me. 
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The Tooke Report: implications for training in psychiatry 


FINAL REPORT OF THE 
’INDEPENDENT -INQUIRY INTO 

MEDICAL CAREERS 

PROFESSOR SIR JORN TOOKE 


ASPIRING TO 

EXCELLENCE 


What took you so long, Tooke? Sir 
John Tooke’s final report, Aspiring to 
Excellence’, was published on 8th 
January 2008. The report is 75 pages 
long with 47 recommendations and 
took several months of consultations 
and meetings among top players in 
the field of medicine. 

The difficulty in producing the report 
in a timely fashion is comparable to 
the incompetence that plagued the 
implementation of Modernising 
Medical Careers (MMC) in the first 
place. Most of the principles that 
MMC promised disappeared as the 
system unravelled. Now it is time to 
move forward, learn from mistakes 
and look into the future that seems 
so bright, it burns the eyes. 


date. This year the Royal College of 
Psychiatrists has agreed to ‘uncouple’ 
ST1-3 and ST4-6 so new STls will 
need to reapply for ST4-6 posts on 
completion of ST3. 

The report made several 
recommendations. 

• PMETB and the GMC should 
become one body. This is welcome 
as it appears PMETB lacks the 
expertise and perhaps resources to 
be the sole regulator. 

• FY2 should become the first of a 
three-year core specialty training 
programme, which would involve 
six-month attachments in different 
areas of medicine. This could be 
useful as it ensures that trainees 
obtain a range of experience in 
different specialties and are much 
more informed when making their 
career choice than having to apply 
for specialty training after FY2 as is 
currently the case. On the other 
hand, if trainees are to spend three 
years in different branches of 
medicine and then go into a specialty 


SCAN SpRs: Dr 
Zarrar Chowdary, 
SpR in General 
Adult Psychiatry, 
Tees, Esk Wear and 
Valleys NHS Trust 
and Dr Bhaskar 
Punukollu, SpR in 
Addiction 
Psychiatry, Central 
and North West 
London Mental 
Health Trust. 


as a ‘specialist registrar’, that could 
mean substantially longer training 
times before becoming a consultant, 
which may be more relevant to 
surgical trainees who need the time 
to develop their practical skills. 

• There should be a consensus on 
the role of doctors by 2008. 

It is imperative that doctors in 
training are seen as doctors first and 
trainees second. 

• Widen the number of 
postgraduate placements to meet 
the need. The report associates the 
increase in number of international 



Learning from 
the mistakes 
of MMC 


medical graduate (IMG) applications 
to a ‘bulge’ in the system. Whilst 
IMGs have temporarily won the right 
to equal consideration for jobs at the 
Court of Appeal, the 
Department of Health is 
challenging that appeal in 
the House of Lords, and 
proposes reintroducing the 
rule that IMGs should only 
be considered for posts if a 
suitable EEA applicant cannot 
be found. The government 



From the outgoing SpR Chair 

Dr Billy Boland, Specialist Registrar in General and Adult Psychiatry, Surrey and 
Borders Partnership NHS Trust 

It's been an eventful year as the SpR Chair. Time has flown by and the year seems to be up almost 
as soon as it has begun. I've found it to be a particularly good experience and have learnt a lot 
along the way. 


The implementation of MMC was 
complex, had poor coordination 
between the bureaucrats and 
doctors, and planners involved 
seemed to have myopic vision. 


I've attended each of the quarterly Faculty executive meetings held at the Royal College - my first time through its 
doors. These are large meetings with elected members of the College discussing aspects of business and philosophy 
pertinent to the Faculty. There are representatives from all corners of the UK, which provides a diverse and relevant 
context. Other interested parties in matters of addiction have also been invited from time to time including the NTA and 
user and carer representatives. 


The effects of MMC were felt by all 
specialities of medicine. Psychiatry 
was no exception and psychiatric 
trainees had their share of 
challenges. Trainees unable to obtain 
run through posts took up Fixed 
Term Specialty Training 
Appointments (FTSTA) and Staff 
Grade positions. There were very 
few ST4 posts available nationally so 
applicants faced much higher 
competition than candidates 
applying for ST1/2/3 posts. Year 
three SHOs, having passed 
MRCPsych Part 2, were unable to 
apply for ST4 posts due to a lack of 
coordination between exam results 
and the ST4 application submission 


My goal has been to use my role as a representative and voice for addiction trainees. In addition to myself there is 
further representation for trainees provided by the Psychiatric Trainees Committee (PTC), a member of which attends 
each of the various faculty meetings in the College. Like previous Chairs, it has been a challenge for me to truly represent 
trainees' needs. We are a mobile group, engaged for only a proportion of our time in addiction, perhaps only for a year. 
Establishing a meaningful dialogue between us can therefore be difficult. SCAN is an excellent partner in facilitating this 
communication and I have tried to make good use of its resources, including the SpR discussion forum on the SCAN 
website and with more direct email communication. 

It has been timely to consider how my work should interface with the PTC, as we have no direct link with them at this 
stage. There are advantages to this as it means addiction SpRs have two avenues to air their views: through their local 
PTC representatives or through the addiction SpR Chair. A meeting is now planned for May between all of the Faculty 
SpR representatives and the PTC to see how we can foster better links. 

For the future, I think there is still some work to be done on achieving accurate representation and communication with 
the addiction SpR body. Opportunities like the forthcoming SpR conference are excellent places to discuss these issues. 
Shortly, the process will be underway to elect my successor. I'd encourage you to stand if you are interested. It's certainly 
been stimulating and thought provoking for me, and there is clearly more work to be done. I look forward to meeting 
with you at the conference. 
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increased medical school training 
places in the past with an aim to 
making the country self sufficient of 
doctors and since it costs between 
£150-250,000 to train each medical 
student, it seems only fair that these 
doctors should be given priority for 
jobs over IMGs. At the same time 
there is no doubt that IMGs have 
made a valuable contribution to 
British medicine and the NHS over 
the last four decades, and one can 
see how they would feel alienated by 
the sudden introduction of new 
rules giving them second place for 
jobs over local graduates. 

• Establish the NHS: Medical 
Education England, a 
coordinating body to act as 
“honest broker” with responsibility 
for training taken away from the 
Department of Health which has 
failed so miserably in its task to 
establish MMC. This is another 
welcome proposal. 

The report supports the principles 
outlined in “Unfinished Business”. 
However, the problems identified in 
that report were not universal to all 
specialities. Psychiatry training was 
already programme-based and 
individually tailored, although 
insufficiently broad-based. The roles 
and demands of consultant jobs are 
highlighted in the report and 
important questions raised about 
whether a trainee would be able to 
show the range of necessary 
competencies at the end of their 
training. Is there a covert aim to 
establish sub-consultant posts? This 
is uncertain. Although Tooke said he 
had not intended this in a BMJ 
interview. 

The Tooke report suggests that 
training will suffer with the 
introduction of the new European 
Working Time Directive and suggests 
averting this problem by separating 
training time and work time. This 
could lead to doctors being 
overworked with so-called ‘training 
time’ actually being work time and 
vice versa as occurs in the US. The 
Government is expected to publish 
an initial response to the report 
shortly Just how addiction 
psychiatry will be affected by all of 
these changes remains unclear and 
only time will tell if training places in 
psychiatric sub-specialities remain 
secure. 



Does school-based education have an 
impact on substance misuse? 


The increase in drug misuse by young 
people has stabilised over the last few 
years but a real downward shift has 
yet to be achieved. 

Drug education in schools is a statutory 
part of the National Curriculum for 
Science which should be delivered 
through the Personal, Social and Health 
Education (PSHE) framework. However, 
at present not all schools offer drug 
education and the range and quality of 
teaching varies between schools. 

There is considerable debate about 
whether school education is effective in 
reducing substance misuse in young 
people and the quality of the evidence 
base needs improvement. The Cochrane 
Collaboration performed a review of 
'school-based prevention programmes 
for illicit drugs use'. The review is based 
on 32 controlled trials, of which 29 were 
randomized, comparing school-based 
programmes aimed at prevention of 
substance use with the usual curriculum. 
The pooled data from these trials 
involved 46,539 students, but the studies 
were primarily carried out in the USA 
with students in the sixth or seventh 
grade (ages 12-13). The National 
Institute for Healthcare and Clinical 
Excellence (NICE) also reviewed the 


evidence base for school-based drug 
education; again most of the studies 
examined were from the USA. 

What did the reviews find? 

The Cochrane review showed dissimilar 
outcomes from three different groups of 
prevention programmes - knowledge, 
skills or affective focused. Not surprisingly 
the first finding was that in programmes 
aimed at increasing knowledge about 
drugs, the knowledge base of students 
did actually improve to some degree, 
based on six randomized trials. Social 
skills programs were more widely 
evaluated (25 randomised trials) and 
these were effective in increasing drug 
knowledge, decision-making skills, self¬ 
esteem and resistance to peer pressure. 
Social skills programmes also resulted in a 
lower use of drugs (RR 0.8), marijuana 
use (RR 0.8) and hard drug use (RR 0.5). 
However, the review highlighted several 
limitations in the methodological quality 
of the trials, with none of the RCTs 
satisfying all the quality criteria used in 
the review. Many of the trials assessed 
outcomes very shortly after the 
intervention was completed, and 
therefore the impact of these 
programmes in the longer term could not 
be assessed. As is often the case with 


Dr Bhaskar 
Punukollu, SpR in 
Addiction 
Psychiatry, Central 
and North West 
London Mental 
Health Trust. 
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these reviews, the Cochrane authors 
concluded that more research was 
needed to replicate these results with 
longer term studies. 

The NICE review also concluded that a 
lack of methodologically robust evidence 
makes it difficult to determine what is 
effective in drug prevention among 
young people. 

Furthermore, the lack of UK studies 
means there is insufficient evidence for 
prevention programmes in this country, 
since differences in environmental factors 
among countries (e.g. cultural, societal 
and developmental factors) will have an 
impact on implementation of 
programmes and their likely 
effectiveness. 

What's new in the research? 

'Blueprint' was based on the principles of 
Dusenbury and Falco (see box) and is the 
largest research programme ever 
conducted in England (in 2006/7) to 
assess the delivery and impact of multi- 
component drug education in schools. 
Blueprint was commissioned by the 
Home Office and consists of a 
consortium including The National Centre 
for Social Research, the University of 
Strathclyde and the University of 
Leicester. The programme involved 29 
secondary schools in 4 Local Education 
Authority (LEA) areas; 23 adopted the 
programme while 6 continued with their 
existing drug education lessons to act as 
a comparison sample. The programme 
consisted of 15 lessons about drugs 
taught over two years to pupils in year 7 
(mostly age 11). The aims of the 
programme were to raise knowledge and 
awareness of drugs and to give pupils the 
confidence and social skills to be able to 
refuse drugs. 

Quantitative work included carrying out 
school-based surveys to measure the 
prevalence of smoking, drinking and 
drug use among pupils. Qualitative 
research involved in-depth interviews 
with young people and parents to 
explore their attitudes toward, and 
experiences of, the education 
programme. Longitudinal results will be 
gained by following up the same 
respondents a year further into the 
programme. Blueprint has so far 
delivered the programme to over 3000 
pupils, supported by the training of 200 
teachers and 13 staff. The first results 
were available to the evaluation team (a 
consortium led by the Institute for Social 
Marketing at the University of Stirling and 
the Open University) in December 2007. 
The evaluation team are expected to 
provide a report to the Drug Strategy 


Directorate and over the coming months 
there will be a series of publications that 
summarise the development of Blueprint, 
how it was delivered and the impact of 
the programme on substance misuse 
behaviour in young people, cost per 
young person or family, analysis of the 
components of the programme and an 
evaluation of how credible and useful the 
programme was as a learning resource 
overall. 

What is the future for school-based 
programmes? 

The recent NICE guidelines on 
'Interventions in schools to prevent and 
reduce alcohol use among children and 
young people' examine howto link 
school based interventions with 
community initiatives, including those run 
by children's services. The document 
states that teachers, school governors 
and practitioners, local authorities, the 
NHS and the wider public, voluntary and 
community sectors should work together 
to provide a 'whole school' approach to 
alcohol, involving staff, parents and 
pupils to cover everything from policy 
development and the school environment 
to support and professional development 
for staff. It also recommends brief 
interventions from teachers, school 
nurses and counsellors to provide one to 
one advice on the harmful effects of 
alcohol and where appropriate make a 
direct referral to external services if 
treatment is required. 


NICE guidance on 'Community-based 
interventions to reduce substance misuse 
among vulnerable and disadvantaged 
children and young people' also 
highlights the need for school education 
to be part of a multifocal effort to 
address substance misuse in children, 
particularly those at 'high risk' e.g. looked 
after children or those whose parents 
misuse drugs. Future studies could 
examine programmes for children with 
special needs who misuse drugs including 
those with learning disabilities or mental 
illness. 

It seems sensible to educate young people 
about substance misuse given that adults 
who present for treatment often started 
using drugs in their childhood, especially 
in adolescent years. However, at present 
there is insufficient evidence to 
demonstrate that school based 
programmes are effective in reducing 
substance misuse in young people. It will 
be important to perform an analysis of 
cost effectiveness based carefully on the 
evidence, before embarking on 
redesigning or developing school based 
drug education programmes. Results from 
the Blueprint study should help guide this 
process. 

And if more robust evidence becomes 
available to demonstrate what is effective 
in reducing substance misuse in young 
people in the UK, this could be 
incorporated into future national drug 
and alcohol strategies. 



Dusenbury and Falco: 11 principles of effective 
approaches to drug education 3 


1. Should be research driven - based on evidence of effectiveness. 

2. Developmentally appropriate - information and materials should be 
designed for skills and knowledge level of young people. 

3. Have a broad skills base - to help young people address influences and 
make better informed decisions. 

4. Include social resistance skills - to help with the acquisition of life skills 
e.g. howto resist unwanted pressure. 

5. Include normative education - showing young people that drug use is not 
as widespread as they might think. 

6. Include interactive teaching styles - pupil participation techniques. 

7. Provide teacher training and support - to help ensure that teachers have 
the skills, awareness and knowledge to credibly lead lessons. 

8. Include adequate lesson coverage - sufficient classroom time to cover 
topics and follow-up, 

9. Should be culturally sensitive - for a full range of diverse groups. 

10 . Include added components e.g. family, community, media - multi- 
component programmes are more effective than school-based ones alone. 

11 . Need to be rigorously evaluated - to identify evidence of what works. 
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STRANGE BUT TRUE 


The consultant-commissioner partnership: top tips 
on how to make it work. 


u It is not the strongest of the species who survive, nor the 

most intelligent, but those who are most adaptive to change JJ 

Attributed to Charles Darwin 


SG: There has been a great deal of change 
recently in the substance misuse treatment 
system, and there is the need for 
consultants and commissioners to work in 
partnership if they are both to 'survive' and 
successfully deliver high quality care. 

CC: Sanju and I both set out to make our 
partnership work knowing that our jobs 
would be far more productive - and 
fulfilling - if we could. Sharing some of our 
tips can hopefully offer some pointers for 
others. 

. Characteristics of an 'ideal' ^ 

commissioner (from the consultant) 

■ Flexible and approachable 

■ Willing to listen 

■ Clinician-friendly 

■ Has a clear vision for the future of the 
service/s 

■ Has quality of patient care at the 
heart of all policies 

■ Understands systems and structures in 
the NHS 

■ Able to offer praise or constructively 
criticise 

■ Open to new ideas and service 
innovations 

■ Willing to give sufficient time for 
change to happen 

■ Ready to share his/her knowledge 

■ Fair to different services they 
commission 

V ___ J 

C " ^ 

2. Characteristics of an 'ideal' consultant 
(from the commissioner) 

■ Approachable, flexible and open 

■ Champions clinical excellence and 
outcome oriented, evidence-based 
practice 

■ Supports national guidelines 

■ Ready to engage with all providers in 
the system - not just the medics! 

■ Understands the need for a wide 
range of inter-connected treatment 
and social care facilities 

■ Understands the target driven 
performance management agenda 

■ Confident and creative in helping to 
plan and deliver a change strategy 

■ Ready to get involved in 
organisational systems - they can be 
as important as clinical options for 
patient outcomes 

■ Knows that resources are finite - and 
often beyond the control of either of 
us! 

V _ J 


Top tips on partnership work 

CC: Realisation that both roles are vital has 
to be key. Good treatment services are 
marked by clinical and delivery system 
excellence. High quality treatments that 
never get to the people who need them; or 
good engagement with users that is only 
followed by inappropriate are both failures 
of care. Consultants and commissioners 
need each other if their aspirations for 
people in need are to be met. 

SG: It is imperative that a new consultant 
meets with their commissioner early into 
the job, ideally before taking up post. I 
found this particularly useful as we got to 
know each other, which helped lay a strong 
foundation for our future work together. 

CC: Preparing the ground and setting the 
right context have to be the starting places 
- so my colleague is right to emphasise an 
early meeting. Mutual listening and 
appreciation of the other party's role and 
vital interest enables our capacity to deal 
openly with issues that come up. 

SG: The importance of regular meetings 
cannot be overemphasised. 

CC: We've found it particularly important to 
have a range of types of meeting so that 
complex issues can get the varied 
perspectives they need. Formal meetings 
with other stakeholders in the system, 
meetings with others to deal with 
operational problems, informal reviews of 
how things are going and ad hoc 
discussions when ideas, questions or 
requests need particular attention all play 
their part. 

SG: I have found it helpful to run 'raw' 
ideas for service development initiatives 
past my commissioner. This allows him to 
comment on their feasibility, local relevance 
and any resource implications. 

SG: Consultants also need to acknowledge 
that not all of our 'bright' ideas might meet 
with commissioning priorities. For example, 
my proposal for a drug liaison nurse, 
although sound in theory and clearly based 
on need, was put on hold because of 
resource limitations. But the commissioner 
and I have agreed that, should monies 


become available, the bid can be 
resurrected. 

CC: There needs to be an understanding 
that the need for responses to target or 
performance questions is not a personal 
whim of the commissioner but a feature of 
the whole system we have both agreed to 
work for. So - don't shoot the messenger! 

SG:: Be completely honest and transparent 
about targets and performance monitoring. 
If local targets seem unreasonable or 
unachievable, share your views with the 
commissioner. When I realised that the 
local target for 'shared care' was unrealistic 
for a variety of clinical governance reasons, I 
highlighted it to the commissioner, and he 
reset the target to a more realistic one. 

CC: Commissioners need to respect the 
consultant's clinical role and expertise - 
especially since it carries a high standard of 
commitment to patient care, something an 
overly bureaucratic system is apt to forget. I 
always remember that I do not know what 
is clinically best for patients. My job is to 
represent those in need of drug treatment 
and secure for them the best service I can 
within the resources that government 
allocates. Surely the two are not 
incompatible? 

SG: It makes sense for addiction 
psychiatrists to get involved in local target 
setting and treatment planning. I recently 
participated in our Drug Action Team-led 
treatment planning process and hence was 
able to give a clinician's perspective. The 
message is - you can only influence policy 
making by getting involved. 

SG: Despite a consultant's best efforts, there 
might be occasions when targets aren't met 
or agreed outcomes aren't achieved. Be 
willing to accept criticism and channel it 
constructively. Consultants will be less 
frustrated if they expect less credit for what 
they have done and more criticism for what 
they haven't done. 

CC: My last message to commissioners and 
consultants is to genuinely welcome the 
opportunity to work together. It's potentially 
a very positive experience and chance to 
put some real thought into how people can 
best be helped. 


SCANbites 


Dr Sanju George (SG) 
is a consultant in 
addiction psychiatry 
for Birmingham & 
Solihull Mental Health 
NHS Trust, Chris 
Clarke (CC) is the local 
Drug Action Team 
commissioner for his 
service in 

Birmingham, and here 
they share their 
experience of working 
together. 
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HOW TO GET STARTED IN RESEARCH 


How to apply research to clinical practice 


In the era of clinical guidelines from government sources and locally agreed policies it may seem that 
the synthesis of all the research evidence has already been done for us, and that there is no need to 
know how to apply research to clinical practice. 

The aim of this article is twofold: 

• First, to make the case for why now, more than ever, there is a need for addiction psychiatrists to be 
able to apply the latest best evidence to clinical practice 

• Second to offer a simple guide as to how this can be done. 


Dr Julia Sinclair, Senior 
Lecturer in Psychiatry 
and Honorary Consultant 
Addiction Psychiatrist, 
Southampton University 
and SCAN Consultant 
Psychiatrist Policy 
Advisor 


Why now, why me? 

The definitions of clinical governance 
and their implications for psychiatrists 
in addiction services have been 
discussed elsewhere in this issue. But 
now, more than ever there is a need 
for addiction psychiatrists to be able 
to apply the evidence base to the 
management of the individual 
patient in the clinic; the development 
of local clinical protocols; clinical 
supervision of trainees and other 
team members, as well as supporting, 
or sometimes challenging, 
commissioning decisions. 

Knowing where to find the relevant 
evidence and how to appraise it is 
central to this activity. Many trainees 
are now adept at the process and 
have regular journal clubs 
encouraging critical appraisal of 
research, but there may be local 
difficulties for isolated practitioners in 
substance misuse services to access 
these, and most of the topics covered 
may not be relevant to their clinical 
practice. For those of us in this 
position there is a need to set up local 
systems that will enable us to 
incorporate this activity into our 
Continuous Professional Development 
and offer clinical leadership to the 
teams in which we work. 

Outside of the local clinical team, 
there is considerable variability in the 
level of knowledge of clinical matters 
amongst the commissioners of 
substance misuse services. Where this 
knowledge is lacking, it may lead to 
demands to provide services which 
are, at best, based on 'local' 
interpretations of NTA guidance and, 
at worst, idiosyncratic beliefs about 
the role of treatment services, the 
nature of the client group formed by 
information from less rigorously 
reviewed forms of media. In all cases 
relationships with commissioners in 
terms of getting the best outcomes for 
service users are likely to be improved 
if the clinical lead for a service can 
argue a confident coherent case for 
what treatment might work best for 


which population, firmly grounded in 
the evidence base. 

Finding the research evidence to 
answer the clinical question 

Critical appraisal is an essential part of 
'research-enhanced health care' and it 
involves systematically finding; 
appraising and acting on evidence of 
clinical effectiveness. 1 The aim of 
critical appraisal is to allow the 
clinician to make sense of research 
evidence in relation to the specific 
clinical question, to combine this with 
clinical judgement about the 
individual case in question and 
thereby close the gap between 
research and practice. This broader 
concept of research-enhanced 
healthcare (see diagram below) is 
likely to be of greater utility to 
addiction psychiatrists than 'evidence- 
based medicine' (EBM). EBM often 
focuses too greatly on meta-analyses 
of large randomised controlled trials 
(which are frequently conducted 
within the United States) and the 
results do not translate directly into 
the UK NHS setting, especially when 
considering complex interventions and 
trying to assess their effects on a 
range of social outcomes. 



There are now a large number of 
reputable web resources and practical 
manuals which provide toolkits and 
guidance on how to critically appraise 
research papers based on specific 


clinical queries which are easily 
accessible and guide the reader 
through the process step-by step (See 
Resources on right). 

All the toolkits designed to help with 
this process are based on the same 
underlying principles: 

1. Identification of a clinical question 
about which you are unsure of the 
answer 

2. Operationalise the question into 
three main parts to focus the 
searching of electronic bibliographic 
databases: 

a. The population 

b. The intervention in question 

c. The outcomes of interest 

The population 

In the first instance, this is usually 
defined in terms of a particular 
condition (e.g. patients presenting 
with Wernicke's encephalopathy, 
cocaine dependence), although later 
when it comes to reviewing the results 
it will be important to contextualise 
the validity and relevance of the 
evidence compared with the specific 
patient in question. For example if all 
of the research is on male American 
war veterans, whilst your patient is an 
adolescent female, it will alter the 
degree of confidence with which the 
evidence can be directly applied. 

The intervention 

Again, in order to generate a suitable 
search of the literature, the terms 
used to describe the intervention or 
treatment in question needs to be 
focused and precise. Terms like 
'psychosocial' will generate thousands 
of potential papers that need to be 
sifted through, whereas 'parenteral 
thiamine' combined with 'alcohol' will 
generate less than 50 abstracts to be 
screened, and it should be clear which 
ones may be of sufficient relevance to 
review further. 

The outcomes 

The range of outcomes that may be of 
interest are vast and range from 
wanting to know about changes in 
measures of neurobiology; specific 
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side effects of a treatment (e.g. 
nausea with buprenorphine); 
improvement in level of cognitive 
impairment, number of substance free 
days, reduction in daily substance use, 
reduction in criminal activity, return to 
employment, use of health services, 
and so on. This is where there will 
always be a trade off between 
different outcome priorities, and it is 
important to check when reading the 
articles whether the right research 
design has been applied to answering 
the right question (see below). 

Searching for evidence 

Once the clinical question has been 
reformatted into these terms it is 
possible to search the various 
electronic databases available to you. 
PubMed has a user-friendly search 
engine which allows you to refine and 
develop searches and then to save 
them for future reference. 
www.ncbi.nlm. nih.go v/Pub Med/ 

The Cochrane Library is also an 
excellent online source for different 
databases including the Cochrane 
Database of Systematic Reviews 
(Cochrane Reviews), the Cochrane 
Central Register of Controlled Trials 
(Clinical Trials, or CENTRAL), the 
Health Technology Assessment 
Database (Technology Assessments), 
and the NHS Economic Evaluation 
Database (Economic Evaluations). 
Again, the site has a user-friendly 
interface with online tutorials to help 
find the evidence, but is limited in that 
it considers only data from 
randomised controlled trials and will 
often end with the summary 'there is 
insufficient evidence to support the 
intervention'. However, in the event of 
a useful, recent Cochrane review on 
the specific population, intervention, 
and outcome in question being 
available, it may prevent the need for 
further searching. 
www. cochrane. org/ 

Different electronic databases are 
available in various research 
institutions and the NHS Library. Many 


can be accessed once you have signed 
up for an Athens account, via the 
National Library for Health. 
www. library, nhs. uki 

Librarians in health service libraries are 
usually delighted to be asked by 
clinicians to give an introductory tour 
to searching databases, and a visit to 
your NHS librarian (if you are lucky 
enough to have one!) is likely to be 
the most useful start for anyone 
feeling new to the 'science' of critical 
appraisal and in need of some help to 
get started before feeling confident in 
making it an active part of their 
clinical practice or role as an 
educational or clinical supervisor. 

It is also important to be aware of 
clinical guidelines on treatment and 
service delivery, and take advantage 
of having much of the evidence on a 
particular area already synthesized. 
However it is important to be aware 
by what mechanisms the guideline 
groups sought and synthesised 
evidence and the strength of 
recommendation that can be made 
from these. There is even a critical 
appraisal tool available for the 
appraisal of clinical guidelines (the 
AGREE instrument). It is quite a 
comprehensive undertaking, although 
gives a good framework through 
which one can assesses both the 
quality of the reporting of studies, and 
the quality and appropriateness of 
some aspects of recommendations. 
www.agreecollaboration.org/ 

Most recent guidelines in the field 
with which all SCAN members are 
likely to be familiar are: 

1. Evidence-based guidelines for the 
pharmacological management of 
substance misuse, addiction and 
comorbidity: recommendations 
from the British Association for 
Psychopharmacology2 

www.bap.org. uk/consensus/addiction, 
html 

2. NICE guidance on psychosocial 
interventions in Drug misuse 

http://www.nice. org. uk/guidance/CG51 


3. Drug misuse and dependence. UK 
guidelines on clinical management 
www.scan.uk.net/docstore/clinical_gui 
delines_2007.pdf 

Reviewing the evidence 

The first thing to do when screening 
the abstracts of the papers identified 
by your search is to exclude those 
where the title appears to bear no 
relationship to the clinical problem on 
which the search was based. 

Next, using one of the toolkits 
available, screen each study to make a 
quality rating of each paper. Each 
quality rating will be a composite of 
the following domains: 

• The quality of the study (including 
the correct study design) 

• The validity of the results 

• The size of the sample 


Resources 

1. Haynes, RB, Devereaux, 

PJ & Guyatt, GH (2002) 
Physicians' and patients' 
choices in evidence-based 
practice British Medical Journal 
324:1350 

2. Lingford-Hughes,A,Welch, 

S & Nutt, D (2004) Evidence- 
based guidelines for the 
pharmacological management 
of substance misuse, addiction 
and comorbidity: 
recommendations from the 
British Association for 
Psychopharmacology. Journal 
of Psychopharmacology. 
18(3):293-335 

BMJ Series of articles byTrisha 
Greenhalgh in 1997 

www.bmj.com/cgi/content/full/ 

315/7101/180 

also available as a BMJ book: 


Quality of the study 
Ideally, one wishes to find the 
'highest' level of evidence available 
that answers the particular question 
(see table below). 


r \ 

Table 1: Levels of Evidence 

Categories of evidence for causal 

relationships and treatment 

la Evidence from meta-analysis of 
randomised controlled trials 

lb Evidence from at least one 
randomised controlled trial 

lla Evidence from at least one 
controlled study without 
randomisation 

lib Evidence from at least one 
other type of quasi- 
experimental study 

III Evidence from non- 
experimental descriptive studies 
(e.g. comparative, case-control, 
correlation studies) 

IV Expert opinion 

\ ___ J 


However, as already discussed in both 
this and other articles in this issue of 


Greenhalgh T. (1997) How to 
read a paper: the basics of 
evidence-based medicine. BMJ 
Publishing, London. 

Bandolier 

www.jr2.ox.ac.uk/bandolier 

University of Sheffield, School 
of Health and Related 
Research (ScHARR) 

www.shef.ac.uk/scharr/ir/units/c 

ritapp/index.htm 

Bero, LA, Jadad, AR (1997) 

How consumers and 
policymakers can use 
systematic reviews for 
decision making Annals of 
Internal Medicine 127:37 


Eysenbach G, Diepgen TL, Gray 
JAM, Bonati M, Impicciatore P, 
Pandolfini C, Arunachalam S. 
(1998) Towards quality 
management of medical 
information on the internet: 
evaluation, labelling, and 
filtering of information British 
Medical Journal 317:1496 

Gray JAM. (2001) Evidence- 
based Healthcare: How to 
make health policy and 
management decisions Elsevier 
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HOW TO GET STARTED IN RESEARCH 


ETHICS 



How to apply 


research to clinical practice 


(^= SCANbites (Gold Stars for the NICE 
Guidance; Coreless and Wanigaratne), 
there is often limited evidence at 
levels I and lla of the evidence base 
and so it is important to look for well 
conducted studies at level Mb 
(evidence from at least one other type 
of quasi-experimental study) and level 
III (evidence from non-experimental 
descriptive studies (e.g. comparative, 
case-control, correlation studies)). 

Trials that are randomised and double 
blind are considered a higher level of 
evidence as they attempt to avoid 
selection and observer bias. But they 
may not be suitable or ethical in all 
cases and have their own limitations in 
that they are often not representative 
of the population in question, as 
patients with comorbid conditions are 
often excluded, and many patients 
choose not to give consent for these 
types of studies, but will for other 
quasi-experimental and qualitative 
ones. 

Validity of the results 

• Are the results convincing and how 
well do they relate to your clinical 
question? 

• What were the limitations of the 
study? (Every study has them.) 

• Are the outcomes measured relevant 
to your patient group within the UK 
health care system? 

• What impact will any differences 
(eg: patients having to pay for 
health care rather than it being free 
at the point of delivery) have on the 
results in terms of engagement or 
the usefulness of, for example, 
contingency management? 

• Patients with addictions often have a 
long history of dropping in and out 
of treatment, so does the study in 
question test the intervention in 
patients new to treatment or those 
much further on (eg: the impact of 
benzodiazepines on preventing 
withdrawal seizures de novo rather 
than in those who have previously 
had seizures). 

• The statistical significance of results 
is often something that readers 
struggle to get to grips with, but the 
basic principle is to look for results 
that are large, useful and statistically 
highly significant (p < 0.001, a 1 in 
1000 chance of being wrong), rather 
than those which are small and of 


marginal significance (p = 0.05, say, or 
a 1 in 20 chance of being wrong). 

Size of the sample 
Studies, of any design, which have 
large numbers of patients recruited to 
them have less chance of giving 
spurious results due to random play of 
chance. This can work in both ways: a 
treatment may be very effective, but 
there are insufficient people in the 
study to show this, and therefore we 
conclude wrongly that something is 
ineffective. Alternatively, an 
intervention study may show a 'trend' 
(marginal significance) towards 
effectiveness, but the confidence 
around the result crosses the line of 
equivalence because there are not 
enough people in the study to 
definitely show either way. For 
instance, to be sure that a number 
needed to treat (NNT) of 2.5 is really 
between 2 and 3 for a particular 
intervention we need results from 
about 500 patients. 

Applying the evidence to my practice 

Having reviewed the evidence 
available, the art of clinical medicine is 
then needed to combine the results 
with the preferences of the patient, the 
clinical state of the patient and the 
availability of resources, to come up 
with the best available and acceptable 
management option. 

Disseminating information 

It is likely that if you are asking a 
particular clinical question and 
searching the research evidence for an 
answer, others may well be doing so 
too, and sharing and discussing 
evidence is a good way to improve 
practice and help to develop local 
policies and protocols. 

There are real advantages to having 
some form of clinical forum to discuss 
and disseminate the results of specific 
searches, which can then be used to 
improve practice and set the standards 
for clinical audit. These can occur locally 
across a group of clinicians or could 
occur as a virtual network and may be 
a role for the SCAN web forum? 

Let us know your views at 
scan@nta-nhs.org.uk or 
www.scan.uk.net/forum 



An ethical dilemma 
involving clinical audit 

We run a community substance 
misuse team in a town. The local 
DAT recently demanded to audit our 
clinical notes, to find out how we 
were managing our patients. We 
pointed out that we were happy that 
the quality of our work should be 
monitored, but that we could not 
allow clinical notes to be seen by 
someone outside of the clinical 
service without the express consent 
of the individual patients, in line 
with our stated confidentiality policy. 
We also explained that our note¬ 
keeping was regularly audited in 
detail by our Trust audit department. 
We were happy for the results of 
these clinical audits to be passed to 
the DAT. The commissioner 
responded that the consent of 
individual patients was not necessary 
because the issue has already been 
put to the local service users’ group, 
and they were all in agreement. 
Moreover, our own clinical notes 
audit was worthless because this was 
an example of “judges judging 
themselves”. Again we asserted that 
the proposal was against the 
principles of confidentiality, both 
locally and nationally. 

My plan was to propose that the DAT 
chose at random a particular couple 
of days, either in the past or the 
future, and that we could then 
extract the notes of all patients seen 
on those days and ask them 
individually whether they agreed to 
this DAT audit. I also wanted 
agreement beforehand on exactly 
what was being audited against 
which criteria, and that the audit 
should be carried out by someone 
with clinical experience. 

Negotiations were ongoing when the 
particular DAT commissioner left the 
post and moved elsewhere, and 
possibly the issue has now drifted 
into abeyance. But I would still be 
interested to know how others 
would react to this audit proposal. 
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O A clinician's response ( Medical Defence Union response 

Dr Alison Battersby Consultant in Addiction Psychiatry, Harbour Dr John Holden, MDU medico-legal adviser 

Drug and Alcohol Service, Plymouth Teaching PCT 


If one looks at the issues that clinicians and commissioners have in 
common in this scenario, both see audit as positive and helpful. 

Another area of common ground is that both want to deliver the best 
service possible to service users within available resources. This may 
not seem like rocket science but from my own experience it is a very 
powerful tool for both sides to use in future negotiations. 

Is it reasonable that the DAT wants further audit? 

The comment post-Shipman may be "Quis custodiet ipsos custodes?" 
and is probably reasonable. The kernel of the problem then becomes 
"how can this be solved by both parties?" We then need to focus on 
the output needed from the audit. 

• Do commissioners have concerns that money is not being spent 
ethically, efficiently or effectively? 

• Do clinicians feel that the DAT has "an agenda" behind it, perhaps to 
gain evidence for decommissioning? 

In the scenario given, there seems to be a climate of mistrust. Can a 
way be found to create a climate of safety where providers and 
commissioners can discuss issues of mutual concern to ensure our 
service users get the best quality treatment? If they can, then 
everything should flow from there. 

Clinicians need confidentiality to fit within local and national guidelines 
but may sometimes be perceived as using confidentiality as a cloak to 
hide behind. I don't believe that a service user group, representative or 
otherwise, can give consent for other service users and it is an example 
of the use of power to achieve an end. 

In my experience, it is much easier to pull people along with you than 
push them into doing things, and it should be possible to find a joint 
solution to this problem. For example, could clients be asked whether 
they would sign a confidentiality agreement to allow an external 
clinician to audit their notes or should a person external to the service 
and DAT be appointed to undertake this function? Whatever the 
answer is, it needs local agreement by all parties, it should be legally 
defensible and ideally, it should be helpful. 

Fundamentally this scenario seems to be about people and roles. 
Clinicians are skilled at dealing with difficult negotiations with service 
users, and commissioners are skilled at managing change. Surely if we 
put the two together we can work something out. Is that naive? No, I 
have been through it and although it is a tough journey, it is possible. 


C Service users' response 

MORPH is a project started by two ex heroin 
addicts. It is based at Southampton Voluntary 
Services, has two full-time project coordinators 
plus volunteers and raises its own funds. It has 
been commissioned by the DAT for the last two 
years and provides advocacy, peer¬ 
mentoring/support and represents drug users 
on committees and elsewhere on issues 
relating to drug treatment locally, regionally 
and nationally. 

MORPH was invited to give a service user's 
perspective on whether Drug Action Teams 
should have access to the clinical files - notes 
made by key workers, and psychiatrists etc - 
"for audit purposes". In responding, the project 
co-ordinators point out that they are familiar 
with the role of the consultant psychiatrist 
within drug treatment services, and have 
worked quite closely with their local consultant 
psychiatrist in the past. 


The General Medical Council addresses the ethical duties of 
doctors involved in audit in paragraphs 13-15 of its publication 
'Confidentiality: Protecting and Providing Information' (2004). 

The GMC states that all doctors in clinical practice have a duty to 
participate in clinical audit. Such participation may involve 
disclosure of confidential information about patients. However, it 
draws a distinction between audit undertaken by the team that 
provided care to the patient, and other organisations. 

Where audit is undertaken by the healthcare team or by those who 
supported the team (such as clinical audit staff) the GMC says that 
doctors may disclose information that identifies individual patients 
as long as they are satisfied that patients have been informed that 
their data may be disclosed for clinical audit, and that patients 
know that they have a right to object to the disclosure. While the 
GMC requires doctors to be satisfied that individual patients have 
not objected, the MDU further advises that doctors be satisfied 
that individual patients have understood that they have a right to 
object. 

Where audit is to be undertaken by another organisation, the GMC 
requires that information should be anonymised wherever 
practicable. Where it is not practicable, or where anonymised data 
will not fulfil the requirements of the audit, doctors are required to 
obtain the express consent of patients before identifiable 
information is disclosed. 

When seeking express consent, the GMC requires doctors to ensure 
that patients are given sufficient information on which to base 
their decisions and that doctors give reasons for the proposed 
disclosure and explain the likely consequences. Doctors should give 
an explanation of the amount of information to be disclosed, and 
to whom it is proposed the information be given. 

The GMC stresses that "if the patient withholds consent, or 
consent cannot be obtained, disclosures may be made only where 
they are required by law or can be justified in the public interest". 
Doctors who disclose information in these circumstances should 
record the decision made by the patient, as well as why 
information has been disclosed. 

The MDU advises doctors who are uncertain whether a disclosure 
may be legally justified or in the public interest to seek the advice 
of their medical defence organisation on an individual case basis. 


£ 


Sue Tutton & Simon Parry, Project Co-ordinators, MORPH, Southampton 

This issue raised strong feelings. Although we recognise - and welcome - the need 
for audits, it's our understanding that drug services are already audited, with 
confidentiality agreements being signed to preserve patient confidentiality, as well as 
having to supply data to NDTMS which is in the public domain and available for DATs to 
cross-reference if concerned about the legitimacy of data. We can't understand what possible 
benefit this additional audit could bring for service users, DATs and Commissioners alike. 

If patients are 'fully involved' in their care, as set out by the Health & Social Care Act, would 
they be happy talking to their consultant psychiatrist knowing DAT team-members may read 
it? DATs having access to client's innermost thoughts, problems and past history seems 
similar to handing it to a department of the Council! It would be very hard to make it 100% 
secure (or be able to explain what exactly the role of the DAT is to many clients). 

There is already a huge fear of the police and 'Big Brother' knowing who accesses drug treat¬ 
ment and this suggestion appears to further exacerbate an already major problem. If 
required, anonymised data could be extracted by the clinical team for 'critical incident' 
reviews. 

Over the last four years we've come to value the independent input of our local consultant 
psychiatrist and wouldn't want to see anything implemented that could stifle or threaten 
their ability to bring a different perspective to 'the table'. 
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Probation in Boots 

SCAN has become aware of an 
innovative new one-stop scheme 
for drug misusers. 

Northamptonshire Probation 
Area has launched a new 
initiative that sees probation 
officers working with drug 
misusing offenders in Boots 
retail stores. 

The scheme covers offenders 
who have received a community 
sentence with a Drug 
Rehabilitation Requirement - it 
allows them to see their 
probation officer while they wait 
for their prescribed methadone 
to be dispensed over the counter. 

"This is the first time that a 
scheme like this has been set 
up," said assistant chief 
probation officer Andy 
Pemberton, who established the 
initiative last year. "Offender 
compliance with the project 
stands at 100%. If an offender 
fails to keep their supervision 
appointments, they are returned 
to court." 

The first 'in-store probation 
office' was created in the main 
Kettering branch of Boots, and 
further supervision sites were 
established during the next five 
months in shops elsewhere in the 
county. 

Boots Group Pharmacy Manager 
for Corby and Kettering, Colin 
Johnson, said: "There has been 
no trouble in store. We have 
created office space for the 
probation officer so the 
supervision can be carried out 
away from other customers. Our 
approach is about supporting the 
work going on to reduce people's 
dependency on illegal drugs." 

The Northamptonshire scheme is 
backed by the local Drugs and 
Alcohol Action Team, and by the 
Rose Project, which offers 
intensive packages of support 
for offenders released from 
prison. 

Andy Pemberton said: "The 
reward for offenders enrolling on 
the scheme is that they are using 
their time more productively. 
Instead of hanging around for 
their methadone, they can see 
their probation officer at the 
same time." 

He added, "We carry out drug 
testing and can identify any 
problems that might be 
developing and which could 
undermine their community 
order. We hope that this scheme 
will be replicated nationwide." 

Taken from a Northamptonshire 
Probation Area press statement 


Conference for trainees 
and newly-appointed 
consultants. 

This year’s SCAN Addiction 
Psychiatry Meeting for trainees & 
newly-appointed consultants will 
be on 12 and 13 June at the 
Francis Hotel, Bath. 

It promises to be a stimulating 
and useful learning experience. 
Whilst primarily aimed at trainees 
and newly-appointed 
consultants, it will also be 
relevant to staff grades, associate 
specialists and other psychiatrists 
working in addictions. 
Management and leadership in 
the changing world oftheNHS 
will make up the first half-day, 
with speakers from different 
backgrounds offering valuable 
insights into effective 
management and leadership 
within the NHS. There will be a 
talk on How to win the 
management vote at your 
consultant interview, very useful 
to anyone attending one... 

The second day is divided into 
two themes. Evidence-based 
care and new clinical guidelines 
will include talks about the new 
clinical guidelines and current 


changes in evidence base 
including contingency 
management. Prof. David Nutt 
will provide an update on recent 
advances in pharmacological 
management of alcohol and 
opiate dependence. 

The last part of the meeting 
promises to be a stimulating end 
to the day: The future for 
addiction psychiatrists and 
career development. Dr Michael 
Farrell will provide views on the 
future for addiction psychiatrists 
and Dr Arifiir Rahman, Specialist 
Registrar, will discuss developing 
a career path in adolescent 
addictions. Dr Bhaskar 
Punukollu and Dr Zarrar 
Chowdary will discuss their work 
as SCAN SpRs and will describe 
the relevance of this work 
towards improving training for 
specialty trainees and specialist 
registrars. This should prove an 
invaluable opportunity to elicit 
views on the projects underway. 
We also plan to obtain delegates’ 
views about potential SCAN 
initiatives aimed at delivering 
courses on addiction-related 
topics for continuing 
professional development. 

www. scan. uk. net for 
information and booking form 
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National events 

Royal College of Psychiatrists Faculty of 
Addictions Annual Residential Meeting 

1/2 May, Novotel, Amsterdam. 
kmaynard@rcpsych.ac.uk 020 7235 2351 x145 

SCAN Addiction Psychiatry meeting for 
Trainees and newly-appointed consultants 

12/13 June, Francis Hotel Bath (see left). 
Rebecca.murchie@nta-nhs.org.uk 020 7261 8706 

SCAN Annual Conference 

25/26 September, Radisson SAS Manchester Airport. 
scan@nta-nhs.org.uk 020 7261 8706 

SSA Symposium 

13/14 November, Park Inn, York. "Addiction across 
the life span, tracking processes of recovery". 
Graham.Hunt@leedspft.nhs.uk 0113 295 2787 

British Assoc, of Psychopharmacology events: 
Clinical Certificate: Substance misuse module 

12/13 June, Renaissance Hotel Manchester 

Summer Meeting 

20-23 July, Harrogate, susan@bap.org.uk 
01223 358 428 

Royal College of Psychiatrists Annual Meeting 

1-4 July, Imperial College, London 
conference@rcpsych.ac.uk 020 7235 2351 x129 


International events 

International Harm Reduction Association 
19th International Conference 

11-15 May, Palau de Congressos de Barcelona, 
Montjuic 1, Avenue de La Reina Maria Cristina, 
Montjuic, Barcelona. www.ihra.net/Barcelona/Home 

NIDA Blending Addiction Science and 
Treatment - The Impact of Evidence-Based 
Practices on Individuals, Families and 
Communities 

2/3 June, Cincinnati, Ohio, pintos@mdru.uc.edu 
www.NIDABIendingConference.info 

College on Problems of Drug Dependence 

70th Annual Meeting, 14-19 June San Juan, Puerto 
Rico www.goldreg.com/cpdd2008 

2008 Joint RSA/ISBRA Scientific Conference 
(Research Society on Alcoholism 23rd annual 
scientific meeting) 28 June-3 July, Washington 
DC (Lecture series on 27 and 28 June) 
DebbyRSA@sbcglobal.net.com 



P.oyul College 
of FsycMacrisis 


i7m 

National Treatment Agency 
for Substance Misuse 


SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the 
National Treatment Agency for 
Substance Misuse. 
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